In the present investigation, we compared the impact of illness on quality of life (QOL) in adult outpatients with unipolar (N ϭ 89) and bipolar (N ϭ 25) depression. While attending a university hospital in southern Brazil, patients completed the WHO's QOL Instrument-Short Version and the Beck Depression Inventory. After analyses, patients with bipolar depression reported significantly lower scores on the psychological QOL domain (p ϭ .013) than patients with unipolar depression. There were no significant differences between the study groups in terms of social and demographic variables, in the other QOL domains assessed (i.e., physical health, social relationships, and environmental), and in the severity of depressive symptoms. In conclusion, our findings suggest that patients with bipolar and unipolar depressions have different QOL profiles, and that this difference is probably independent of the severity of the mood disturbance and might be related to the higher rates of suicide observed in the bipolar population.
U nipolar and bipolar depressions are associated with grave consequences in terms of excessive mortality, loss of productivity, and income and may result in poor health and suicide. Indeed, unipolar depression ranked fourth in 1990 and could rise to second by 2020 in terms of the overall burden of all diseases in the world (Doris et al., 1999) .
According to DSM-IV (American Psychiatric Association, 1994), unipolar (or major) depressive disorder is diagnosed when patients have recurrent depressive episodes in which symptoms like depressed mood, anhedonia, sleep and appetite disturbances, and suicidal thoughts, among others, are present most of the day nearly every day for at least 2 weeks. Bipolar depression, on the other hand, is defined as the occurrence of a major depressive episode in a patient with a past history of hypomania or mania.
Previous attempts have been made to describe specific differences between unipolar and bipolar depressions regarding clinical, genetic, biological, and treatment response variables (Yatham et al., 1997) . However, no single or specific constellation of these symptoms allows unequivocal diagnosis (Bowden, 2001) .
A variable that may be useful in studying differential characteristics of bipolar and unipolar depression is quality of life (QOL). Briefly, QOL covers both medical and nonmedical aspects of life, including physical functioning (e.g., ability to perform activities of daily living); psychological functioning (e.g., emotional and mental well-being); social functioning (e.g., relationships with others and participation in social activities); and perception of health status, pain, and overall satisfaction with life (Berlim and Fleck, 2003; Berlim et al., 2003a) .
Previous investigations of the relationship between QOL and major depression have clearly shown that depressed patients have QOL deficits that are directly attributable to the mood disturbance (Berlim et al., 2003a; Demyttenaere et al., 2003) . However, data on the relationship between QOL and bipolar depression are scarce. Indeed, a recent comprehensive literature review found only 10 studies that included a QOL assessment in patients with bipolar disorder (especially in a manic episode; Namjoshi and Buesching, 2001) . In general, these investigations reported that significant QOL impairments were present in all phases of the illness. Joiner et al. (2003) compared patients with histories of bipolar disorder, major depression, and anxiety disorders on psychological variables like hopelessness and problem-solving impairments. They concluded that bipolar disordered patients displayed more hopelessness and problem-solving deficits than (other) mood-disordered and anxiety-disordered patients, even controlling for a host of potential confounding variables. Somewhat relatedly, Berlim et al. (2003b) reported that psychological QOL was a specific and resilient correlate of suicidal symptoms (which are often severe in bipolar depressed patients) among mood-disordered patients. Psychological QOL was associated with suicidality, even controlling for other domains of QOL (e.g., physical, social), whereas other domains were not associated with suicidality controlling for psychological QOL, suggesting a unique role for the latter.
The studies by Berlim et al. (2003b) and Joiner et al. (2003) are suggestive regarding a special link between bipolar disorder and psychological QOL. However, neither study directly compared QOL domains among bipolar-disordered patients and other mood-disordered patients, controlling for symptom severity. Of course, QOL is influenced by symptom severity, and any difference between bipolar-disordered and other patients could simply be caused by symptom severity differences. Moreover, a stringent test of the possibility that psychological QOL is particularly affected by bipolar disorder is to compare it with a disorder that is both distinct and that shares phenomenological similarities (e.g., major depression).
To the best of our knowledge, no study to date has directly compared the QOL profiles of individuals with bipolar and unipolar depressions. To address this question, we administered the WHO's Quality of Life Instrument-Short Version (WHOQOL BREF; Berlim et al., 2004) and the Beck Depression Inventory (BDI; Gorenstein and Andrade, 1998) to a group of adult Brazilian outpatients with a current diagnosis of unipolar or bipolar depression.
MATERIALS AND METHODS

Subjects and Procedures
Between March 2001 and May 2003, all newly diagnosed depressed patients age 18 to 75 years attending a university hospital in southern Brazil were enrolled. In general, these patients were referred to this university hospital only after receiving a previous treatment in a primary care setting that had an outcome of failure or no more than partial response. To participate in the study, subjects had to provide written informed consent and have a primary diagnosis of current major depression (N ϭ 89) or bipolar I depression (N ϭ 25) according to the Mini International Neuropsychiatric Interview (Amorim, 2000) . The present study was approved by the Medical Ethics Committee of the Hospital de Clínicas de Porto Alegre.
Measures
We administered the translated and cross-culturally validated versions of both study instruments. The BDI is a 21-item self-administered scale that focuses on the cognitive and neurovegetative characteristics of depression (Gorenstein and Andrade, 1998) . The WHOQOL BREF is a 26-item, multidimensional, self-administered scale of QOL that covers four domains: psychological, social relationships, physical, and environmental (Berlim et al., 2004) .
Statistical Analysis
All the data were analyzed using SPSS version 6.0. Continuous data were analyzed using two-tailed unpaired t-tests. For the association between the categorical variables, we used 2 tests. The analyses were Bonferroni-corrected for multiple comparisons.
RESULTS
The demographic data, BDI scores, and mean WHO-QOL BREF domain scores are summarized in Table 1 . Subjects' mean age was 47.21 years (SD, 11.87; range, for the unipolar depression group and 43.08 years (SD, 10.27; range, for the bipolar depression group. The unipolar group consisted of 76 women (85.4%) and 13 men (14.6%), of whom 75 (84.3%) were white, 52 (58.4%) were married, and 48 (53.9%) had primary school. The bipolar group included 22 (88%) women and three men (12%), of whom 19 (76%) were white, 15 (60%) were married, and 11 (44%) had primary school. Fifty-one (57.3%) individuals with major depression and 15 (60%) with bipolar depression had a psychiatric comorbidity.
The study samples did not differ significantly in terms of age, ethnicity, education, marital status, and psychiatric comorbidity. In addition, patients with unipolar and bipolar depression had no significant differences in their WHOQOL BREF and BDI scores based on the same variables.
The severity of depressive symptoms, as measured by mean BDI score, was 30 (SD, 10) for the unipolar depression group and 33 (SD, 9) for the bipolar depression group (a nonsignificant difference; p Ͼ .05). Additionally, patients with bipolar depression had significantly lower psychological QOL scores than patients with unipolar depression: 31 (SD, 11.09) vs. 38.3 (SD, 13.23; p ϭ .013), respectively. There were no significant differences between the study groups in terms of the remaining QOL domains assessed (i.e., physical health ͓p ϭ .893͔, environmental ͓p ϭ .839͔, and social relationships ͓p ϭ .121͔).
DISCUSSION
The present study showed that QOL (as assessed by the WHOQOL BREF) is compromised in the psychological domain for patients with bipolar depression compared with patients with unipolar depression. Importantly, this QOL difference is probably independent of the severity of depressive symptoms, because mean BDI scores did not differ between the study groups.
The psychological domain of the WHOQOL BREF has 5 items addressing subjects' perceptions of their bodily image and appearance, negative and positive feelings, self-esteem, thinking, learning, memory, and concentration (The Whoqol Group, 1998) . Interestingly, in a previous study (Berlim et al., 2003b) , we have shown that this QOL domain is an index closely related to the concept of "psychache" (a general psychological and emotional pain that reaches intolerable intensity), theorized by Shneidman (1998) to represent an important source of suicidal behavior and completed suicide. Accordingly, our finding that patients with bipolar depression presented lower psychological QOL (and by implication increased levels of psychache) compared with subjects with unipolar depression might help in partially explaining the high rates of suicide observed in the bipolar population (Rihmer and Kiss, 2002) . However, this result is preliminary, and further studies are needed to establish its clinical significance more precisely.
To the best of our knowledge, two previous studies investigated the QOL of unipolar and bipolar patients; however, only one of these enrolled subjects with bipolar depression, and in both studies, the results of the comparison of QOL between the mood-disordered patient groups were not reported. In the first investigation, Atkinson et al. (1997) found that outpatients with unipolar depression and bipolar
The Journal of Nervous and Mental Disease • Volume 192, Number 11, November 2004 Quality of Life in Depression disorder (their mood status at the time of evaluation is not mentioned) had worse health-related QOL compared with patients with schizophrenia. In the second study, Russo et al. (1997) showed that inpatients with unipolar and bipolar depression reported the most dissatisfaction with their QOL compared with schizophrenic and manic subjects. A strength of our investigation is that as the WHOQOL BREF is a transcultural instrument, the results of which can be directly compared across countries, and which has high face and construct validity within the specific cultural setting (Berlim et al., 2004) . Additionally, to our knowledge, this is the first study aimed at comparing the QOL of patients with bipolar and unipolar depression, with the key feature of matching the groups on depression severity.
However, the present study has several limitations, with the most important the relatively small number of patients enrolled. In addition, we cannot be certain to what extent our results can be generalized to community samples, because our patient groups were composed mostly of severely depressed white females treated in a university hospital.
Additionally, in the present study, manic symptoms were ruled out by means of clinical evaluation (and not by standardized methods), and if present, they might have contributed to the lower QOL among the bipolar subjects. Fi- 
Berlim et al.
The Journal of Nervous and Mental Disease • Volume 192, Number 11, November 2004 nally, the standardization of QOL is admittedly a complicated process, but the WHOQOL BREF has been shown to provide a rapid and useful assessment of this broad concept (Berlim et al., 2004) . Notwithstanding these potential shortcomings, the results of our study demonstrated that there is a significant difference between unipolar and bipolar depressions in terms of their differential effect on QOL. Specifically, it was shown that the depressive phase of bipolar disorder is associated with an important decrease on patients' perceived psychological QOL. In light of the findings and the conclusions of Joiner et al. (2003) , it is possible that bipolar disorder's effects on psychological QOL specifically involve decreased optimism, hopelessness, and impaired problem-solving abilities. What is it about bipolar disorder that may particularly affect psychological QOL? Two potential answers deserve attention in future research. First, children and adolescents with bipolar disorder have been characterized as particularly impulsive, labile, belligerent, and sometimes aggressive (Bowring and Kovacs, 1992) ; perhaps these features interfere with the development into adulthood of traits like optimism and good problem-solving attitudes. Second, people with a history of bipolar disorder may feel particularly demoralized about coping with the disorder. Compared with many other disorders, bipolar disorder is particularly recurrent and can be treatment-refractory (cf. Coryell et al., 1993) . In conclusion, our findings add to others (e.g., Coryell et al., 1993) documenting the pernicious nature of bipolar depression and indicate that QOL in the psychological domain may be particularly affected. However, more studies are needed to clarify this issue.
